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January 2005

TO: Participating SHBP Employers

FROM: State Health Benefits Program

SUBJECT: Required Notices To SHBP Enrollees

Federal law mandates employers to provide notice of requirements of certain pieces of federal legisla-
tion to employees and their dependents upon their enrollment in the employer’s group health insurance.
State Health Benefits Program (SHBP) participating employers must provide an initial notice concerning
the Consolidated Omnibus Budget Reconciliation Act (COBRA) program and a notice about the federal
Health Insurance and Portability Accounting Act’s (HIPAA) privacy requirements.

The attached documents provide everything you, as an employer, need to comply with the notice require-
ments of both COBRA and HIPAA.

Enclosure one is a cover letter forwarding the required notices. You should modify this letter to reflect
its being mailed from your location to the employee and dependents and include it with a copy of enclo-
sure two (this consists of the initial COBRA notification marked Important Notice and a copy of Fact
Sheet #30, Continuation of New Jersey State Health Benefits Program Insurance Under COBRA).
NOTE: To meet federal requirements, the letter must be addressed to the “Employee and Family”, it must
be mailed (first class mail is sufficient), and a copy must be retained to prove compliance.

The remaining enclosures address the federal Health Insurance and Portability Accounting Act (HIPAA).
Federal law requires that all enrollees — employees and dependents — in employer provided health
plans be notified annually of HIPAA requirements and how the employer's plan compares with them.
Enclosure three (Notice to State Health Benefits Program Participants About Compliance with Federal
Health Insurance Requirements) will meet this requirement. Each year you are required to mail a copy
to all of your SHBP enrolled employees in order to satisfy the requirement for proper annual notification
of dependents.

Enclosure four is the updated SHBP Notice of Privacy Practices. A copy of the privacy practices should
be mailed along with the enclosures mentioned above, or given to new employees when they enroll in
any SHBP plan.

Enclosure five is the Certificate of Group Health Plan Coverage which you may use to provide an
employee or dependent whose SHBP coverage is ending with evidence of their prior health coverage in
the SHBP.

Questions about this memorandum should be directed to the SHBP Employer Hotline at (609) 777-1082.
Leave a message and a staff member will return your call within one business day.

Enclosures
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(COVER LETTER TO BE PUT ON 
EMPLOYER LETTERHEAD)

(DATE)

TO: (EMPLOYEE NAME) and Family

FROM: (EMPLOYER)

SUBJECT: Notification of Health Benefits Rights Under Federal Law

This letter provides information about health benefits that federal law requires your employer to
send to you and your family members enrolled under State Health Benefits Program (SHBP)
coverage. Everyone enrolled under your SHBP coverage should read this information. You
should keep this letter and the enclosed information for future reference.

The first enclosure (the initial notification marked Important Notice and a copy of Fact Sheet
#30, Continuation of New Jersey State Health Benefits Program Insurance Under COBRA) con-
cerns the federal program known as the Consolidated Omnibus Budget Reconciliation Act
(COBRA). COBRA allows you or your covered dependents to extend health benefit coverage
under the SHBP employee group in certain cases where you would otherwise lose that cover-
age. See the first enclosure for details about your rights under COBRA.

The second enclosure (Notice to State Health Benefits Program Participants About Compliance
with Federal Health Insurance Requirements) provides information about several federal laws.
These include the Health Insurance Portability and Accounting Act (HIPAA), the Mental Health
Parity Act, and the Newborns' and Mothers' Health Protection Act. These laws establish certain
coverage requirements applicable to most employer health insurance plans. Certain plans, such
as those in the SHBP, may exempt themselves from some of these requirements as long as par-
ticipants of the plan are notified of the exemption. See the second enclosure for details about
the SHBP’s compliance with the health insurance coverage required by these federal laws.

The third enclosure (SHBP Notice of Privacy Practices) addresses privacy requirements under
HIPAA and how the SHBP may use and/or allow access to your personal health information.

There is nothing that you or your family members have to do as a result of this mailing. The sole
purpose is to inform you of your rights under these federal laws and, by doing so, to comply with
the notification requirements contained in the laws. If you have any questions concerning this
mailing, you should contact (EMPLOYER HUMAN RESOURCE/BENEFITS MANAGER CON-
TACT INFORMATION) or the Division of Pensions and Benefits’ Office of Client Services at
(609) 292-7524.

Enclosures
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INFORMATION ON THE
CONTINUATION OF GROUP HEALTH INSURANCE COVERAGE 

FOR NEW EMPLOYEES AND DEPENDENTS 
UNDER THE PROVISIONS OF COBRA

IMPORTANT NOTICE

CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT (COBRA) OF 1985

Dear Employee and Family Members:

The federal Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985 contains
a provision pertaining to the continuation of health care benefits for persons enrolled for
coverage through an employer group plan. COBRA requires that most employers sponsor-
ing group health plans offer employees and their families who are losing coverage under
the employer's plan the opportunity for a temporary extension of health coverage.This cov-
erage, called continuation coverage, would be offered at group rates plus a small admin-
istrative fee, in certain instances where coverage under the plan would otherwise end.

This notice is intended to inform you of the rights and obligations under the continuation
coverage provisions of the COBRA law should you ever lose the group health coverage
provided through the New Jersey State Health Benefits Program (SHBP).

This notice includes:

• COBRA Highlights

• Special Notices Concerning COBRA

• Fact Sheet #30, Continuation of New Jersey State Health Benefits Program
Insurance Under COBRA

Please take the time to read this notice carefully. Specific action must be taken by the
employer, the employee, and covered family members to ensure the continuity of benefits
under COBRA.
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COBRA HIGHLIGHTS
EMPLOYER REQUIREMENTS

• Notify all newly hired employees and their depend-
ents, within 90 days of when they are first enrolled
in the SHBP, of the COBRA provisions by mailing a
copy of the notification letter to their home.

• Notify the employee, spouse or eligible domestic
partner, and/or dependents of their rights to pur-
chase continued health coverage within 14 days of
receiving notice that there has been a COBRA
qualifying event. An application form and rate chart
should be made available with the COBRA Notice
that gives the date of termination of coverage and
the period of time over which coverage may be
extended. The notification must be mailed to the
employee and family at the home address on file
and a record of this notification should be main-
tained.

EMPLOYEE REQUIREMENTS

• The employee must notify the employer of a
COBRA qualifying event such as divorce, legal sep-
aration, termination of a domestic partnership, or
dependent child ceasing to be eligible for coverage.
This must be done within 60 days of the qualifying
event.

• The employee or “qualified beneficiary” must notify
the New Jersey State Health Benefits Program of
their decision to elect continued coverage by filing
a COBRA application and submitting required pre-
miums within 60 days of employer notification.

SPECIAL NOTICES CONCERNING COBRA

1. If coverage under the plan is modified for group employees, the coverage will also be modified in the same
manner for all COBRA eligible individuals electing continuation coverage.

2. If a second qualifying event occurs during the 18-month period following the date of employee's termination
or reduction in hours, the beneficiary of that second qualifying event will be entitled to 36 months of contin-
uation coverage. The period, however, will be measured from the date of the first qualifying event. As an
example, John Smith terminates employment and enrolls in COBRA with husband and wife coverage for an
18-month term. In the tenth month, he dies. Mrs. Smith is now eligible to continue her coverage for a total of
36 months from the first COBRA event leaving her 26 months of remaining eligibility.

3. COBRA continuation will terminate on the date that the enrollee first becomes covered under any other group
health plan as an employee or dependent unless that plan has a pre-existing condition clause. COBRA cov-
erage can be continued for the pre-existing condition only until the normal COBRA end date or when the
pre-existing condition clause ends, whichever comes first.

4. If the health plan being continued offers a choice among types of coverage, employee, spouse/partner, and
dependents are each entitled to make their own decision as to these choices.

5. If the employee or spouse/partner declines coverage, the spouse/partner and/or dependents may elect it for
themselves.

6. COBRA subscribers are permitted to add dependents to their existing coverage within 60 days of their acquir-
ing those dependents (i.e., marriage, entering an eligible domestic partnership, birth, adoption, guardian-
ship).

7. COBRA enrollees have the same rights to coverage at Open Enrollment as are available to active employ-
ees. This means that you or a dependent who elected to enroll under COBRA are able to enroll in any SHBP
health or dental plan and, if offered by your employer, SHBP prescription drug coverage during the SHBP
Open Enrollment period regardless of whether you elected to enroll for the coverage when you first enrolled
in COBRA. However, the addition of a benefit during the Open Enrollment does not extend the maximum
COBRA coverage period. All COBRA enrollees receive Open Enrollment information mailed directly to the
address on file with SHBP.

8. In order to protect you and your family’s rights, you should keep your employer and the Division of Pensions
and Benefits informed of any changes in your address and the address(es) of your family members.



HC-0262-1204q Fact Sheet #30

A  P U B L I C A T I O N  O F  T H E  N E W  J E R S E Y  D I V I S I O N  O F  P E N S I O N S  A N D  B E N E F I T S

December 2004 — Page 1 Fax on Demand #8254 Fact Sheet #30

WHAT IS COBRA?

The federal Consolidated Omnibus Budget
Reconciliation Act (COBRA) of 1985 requires that
most employers sponsoring group health plans offer
employees and their eligible dependents — also
known under COBRA as “qualified beneficiaries” —
the opportunity to temporarily extend their group
health coverage in certain instances where coverage
under the plan would otherwise end. For State
Health Benefits Program (SHBP) participants,
COBRA is not a separate health program; it is a con-
tinuation of SHBP coverages under the provisions of
the federal law.

WHO IS ELIGIBLE FOR COBRA?

Employees enrolled in the SHBP may continue cov-
erage under COBRA, in any plan that the employee
is eligible for, if coverage ends because of a:

• Reduction in working hours;

• Leave of absence; or

• Termination of employment for reasons other
than gross misconduct.

Spouses or eligible domestic partners* of
employees enrolled in the SHBP may continue cov-
erage under COBRA, in any plan that the employee
is eligible for, if coverage ends because of the:

• Death of the employee;

• End of the employee's coverage due to a
reduction in working hours, leave of absence,

or termination of employment for reasons other
than gross misconduct;

• Divorce or legal separation of the employee
and spouse;

• Termination of the domestic partnership; or

• Election of Medicare as the employee's pri-
mary insurance carrier (requires dropping the
group coverage carried as an active employ-
ee).

Dependent children of employees in the SHBP
may continue coverage under COBRA, in any plan
that the employee is eligible for, if coverage ends
because of the:

• Loss of dependent child's eligibility through
independence (moving out of the household),
the attainment of age 23, marriage, or entering
into a domestic partnership;

• Death of the employee;

• End of the employee's coverage due to a
reduction in working hours, leave of absence,
or termination of employment for reasons other
than gross misconduct; or

• Election of Medicare as the employee's primary
insurance carrier (requires dropping the group
coverage carried as an active employee).

Note: Each “qualified beneficiary” may independent-
ly elect COBRA coverage to continue in any or all of
the coverage you had as an active employee or
dependent (health, prescription drug, dental, and/or

Continuation of New Jersey State Health
Benefits Program Insurance Under COBRA

State Health Benefits Program

*A domestic partner is defined for eligibility in the SHBP, by Chapter 246, P.L. 2003, the Domestic Partnership Act,
as a person of the same sex with whom you have entered into a domestic partnership and received a Certificate
of Domestic Partnership from the State of New Jersey (or a valid certification from another jurisdiction that recog-
nizes same-sex domestic partners, civil unions, or similar same-sex relationships). In addition, for employees of a
county, municipality, or local board of education, the employer must have adopted a resolution to provide domes-
tic partner health benefits in order for a domestic partner to be eligible. The cost of domestic partner coverage may
be subject to federal tax (see your employer or Fact Sheet #71, Benefits Under the Domestic Partnership Act, for
more information).
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vision). You and/or your dependents may change
your health and/or dental plan when you enroll in
COBRA. You may also elect to cover the same
dependents you had as an active employee, or you
can delete dependents to reduce your level of cov-
erage. However, you cannot increase the level of

your coverage, except during the annual Open

Enrollment period, unless a qualifying event occurs

(birth, adoption, marriage, eligible domestic partner-

ship) and you notify the SHBP’s COBRA

Administrator within 60 days of the qualifying event. 

HOW LONG WILL
COBRA COVERAGE LAST?

The length of your COBRA coverage continuation
depends on the nature of the COBRA qualifying
event that entitled you to the coverage.

• For loss of coverage due to termination of
employment, reduction of hours, or leave of
absence, the employee and/or dependents are
entitled to 18 months of COBRA coverage.
Time on leave of absence just before enroll-
ment in COBRA, unless under the federal
and/or State Family Leave Act, counts toward
the 18-month period and will be subtracted
from the 18 months. Time a member spends on
federal or State leave will not count as part of
the COBRA eligibility period.

• If you receive a Social Security Administration
disability determination for an illness or injury
you had when you enrolled in COBRA or
incurred within 60 days of enrollment, you and
your covered dependents are entitled to an
extra 11 months of coverage up to a maximum
of 29 months of COBRA coverage. You must
provide proof within 60 days of the disability
determination from the Social Security
Administration or within 60 days of COBRA
enrollment.

• For loss of coverage due to the death of the
employee, divorce or legal separation, termina-
tion of a domestic partnership, other dependent
ineligibility, or Medicare entitlement, the contin-
uation term for dependents is 36 months.

HOW MUCH
WILL I PAY FOR COVERAGE?

You are responsible for paying the cost of your cov-
erage under COBRA which is the full group rate plus
a 2 percent administration fee.The SHBP will bill you
on a monthly basis.

EMPLOYEE / QUALIFIED BENEFICIARY
RESPONSIBILITIES UNDER COBRA

The law requires that employees and/or their
dependents:

• Keep your employer and the Division of
Pensions and Benefits/SHBP informed of any
changes to the address information of all pos-
sible “qualified beneficiaries.”

• Notify your employer that a divorce, legal sepa-
ration, termination of a same-sex domestic
partnership, or the death of the employee has
occurred or that a dependent child has mar-
ried, entered into a domestic partnership,
moved out of the household, or reached age 23
— notification must be given within 60 days of
the date the event occurred (If you do not
inform your employer of the change in depend-
ent status within the 60 day requirement, you
may forfeit your dependent's right to COBRA);

• File a COBRA Application within 60 days of the
loss of coverage or the date of the COBRA
Notice provided by your employer, whichever is
later;

• Pay the required monthly premiums in a timely
manner;

• Pay premiums, when billed, retroactive to the
date of group coverage termination;

• Notify the SHBP‘s COBRA Administrator, in
writing, of any second qualifying event that
results in an extension of the maximum cover-
age period (see How Long Will COBRA
Coverage Last? at left);

• Notify the SHBP’s COBRA Administrator, in
writing, of a Social Security Administration dis-
ability award within 60 days of receipt of the
award, or within 60 days of COBRA enrollment
(this will extend   the maximum COBRA cover-
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age period from 18 months to 29 months —
see How Long Will COBRA Coverage Last? on
page 2); and

• Provide notice of any determination that a
“qualified beneficiary” who had received a dis-
ability extension is no longer disabled. This
notice must be sent to the SHBP’s COBRA
Administrator within 30 days of determination
by the Social Security Administration. Failure to
provide timely notification may result in adjust-
ments to any claims paid erroneously.

EMPLOYER 
RESPONSIBILITIES UNDER COBRA

The COBRA law requires employers to:

• Notify employees and their dependents of the
COBRA provisions within 90 days of when the
employee and their dependents are first
enrolled in the SHBP by mailing a notification
letter to their home;

• Notify employees, their spouse or eligible
same-sex domestic partner, and their children
of the right to purchase continued coverage
within 14 days of receiving notice that there has
been a COBRA qualifying event that causes a
loss of coverage;

• Send the COBRA Notification Letter and a
COBRA Application within 14 days of receiving
notice that a COBRA qualifying event has
occurred. The notice outlines the right to pur-
chase continued health coverage, gives the
date coverage will end, and the period of time
over which coverage may be extended;

• Notify the SHBP within 30 days of the date of
an employee/dependent’s qualifying event or
loss of coverage. (An employee’s loss of cover-
age is reported by completing a Transmittal of
Deletions Sheet. A dependent’s loss of cover-
age is reported through the SHBP’s receipt of a
completed SHBP application terminating the
dependent’s coverage.).

• Maintain records documenting their compli-
ance with the COBRA law.

ENROLLING FOR COBRA COVERAGE

The employee and/or the dependent seeking
coverage is responsible for submitting a proper-
ly completed SHBP COBRA Application to the
Health Benefits Bureau of the Division of Pensions
and Benefits. This application must be filed within 60
days of the loss of coverage or of the date of employ-
er notification, whichever is later. Failure to submit
the application within the time frame allowed by law
is considered a decision not to enroll.

• In considering whether to elect continuation of
coverage under COBRA, you should take into
account that you cannot enroll at a later date
and that a failure to continue your group health
coverage may affect your future rights under
federal law (see Failure to Elect COBRA
Coverage, below).

• If you are retiring, you may be eligible for life-
time health, prescription drug, and dental cov-
erage through the Retired Group of the State
Health Benefits Program. Consult your employ-
er or the Division of Pensions and Benefits
prior to enrolling for these benefits under
COBRA.

FAILURE TO ELECT COBRA COVERAGE

In considering whether to elect continuation of cov-
erage under COBRA, a “qualified beneficiary” should
take into account that a failure to continue group
health coverage will affect future rights under feder-
al law.

• First, you can lose the right to avoid having
pre-existing condition exclusions applied to you
by other group health plans if you have more
than a 63-day gap in health coverage.The elec-
tion of continuation of coverage under COBRA
may help you to bridge such a gap (see infor-
mation about pre-existing conditions under
Termination of COBRA Coverage on page 4).

• Second, you will lose the guaranteed right to
purchase individual health insurance policies
that do not impose pre-existing condition exclu-
sions if you do not continue coverage under
COBRA for the maximum time available to you.



Fact Sheet #30 HC-0262-1204q

A  P U B L I C A T I O N  O F  T H E  N E W  J E R S E Y  D I V I S I O N  O F  P E N S I O N S  A N D  B E N E F I T S

Fact Sheet #30 Fax on Demand #8254 December 2004 — Page 4

• Finally, you should take into account that you
have special enrollment rights under federal
law.You have the right to request special enroll-
ment in another group health plan for which
you are otherwise eligible (such as a plan
sponsored by your spouse’s employer) within
30 days of the date your group coverage ends.
You will also have the same special enrollment
right at the end of the COBRA coverage period
provided the continuation of coverage under
COBRA is for the maximum time available to
you.

AFTER YOU HAVE
ENROLLED IN COBRA

You should be aware of the following information
after you have enrolled in the SHBP under COBRA:

• Bills will be sent from the Division of Pensions
and Benefits/State Health Benefits Program.
Any billing questions must be referred to the:

COBRA Administrator
Division of Pensions and Benefits
Health Benefits Bureau
PO Box 299 
Trenton, NJ 08625-0299 

or you may call the Division’s Office of Client
Services at (609) 292-7524.

• You will be billed monthly. Accounts delinquent
over 45 days will be closed and insurance cov-
erage terminated. If you do not receive a
monthly bill or misplace it, contact the Office of
Client Services. It is your responsibility to
make payment on a timely basis.

• Once you are enrolled in COBRA, claims are
handled just like active employee claims (i.e.
using the same claim forms and procedures).
However, you must indicate your status as a
COBRA participant on all claim forms (this will
help prevent claim processing issues. All
COBRA premiums must also be paid through
the date of the claim in order for the claim to be
processed). Questions about claims should
be directed to the insurance carriers. The
single exception is that vision plan claims are

sent directly to the COBRA Administrator at the
address shown above.

• Plan administration under COBRA follows the
same rules as for active employees. However,
all activity is processed through the COBRA
Administrator rather than the former employer.
COBRA subscribers are permitted to change
health and/or dental plans and/or add coverage
during the annual Open Enrollment period (in
the fall) through the COBRA Administrator. All
COBRA enrollees will receive Open Enrollment
information mailed directly to their address on
file with the SHBP.

• All changes in coverage due to a "qualifying
event" (for example: the birth of a child, a mar-
riage, divorce, a death, etc.) must be made in
writing to the COBRA Administrator at the
address previously provided.

Upon receipt of your letter, you will be sent a
COBRA change form. To increase coverage,
you have 60 days from the date of the qualify-
ing event to make the change.To change plans,
because you have moved out of your plan's
service area, you have 30 days to make the
change. These changes must be requested
within the specified time frames, otherwise they
may only be made during the Open Enrollment
period. You may decrease your coverage
(delete a dependent) at any time.

TERMINATION OF COBRA COVERAGE

Your COBRA benefits under the SHBP will terminate
for any of the following reasons:

• Your employer (or former employer) no longer
provides SHBP coverage to any of its employ-
ees. In this case, your employer will give you
the opportunity to continue COBRA coverage
through their new insurance plan for the bal-
ance of your COBRA continuation period;

• You become covered under another group plan
as either an employee or dependent after you
elect COBRA coverage (unless that plan has a
pre-existing condition clause). If, after enrolling
in COBRA you obtain new coverage which has
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a pre-existing condition clause, you may con-
tinue your COBRA enrollment at full cost for
coverage of the condition excluded by the pre-
existing condition clause. To be eligible for the
continued COBRA coverage you will have to
provide information about the pre-existing con-
dition clause to the COBRA administrator and
only the pre-existing condition will be cov-
ered. You will be allowed to continue your
COBRA coverage to its normal end date or
when the pre-existing condition clause ends,
whichever comes first;

• You become eligible for Medicare after you
elect COBRA coverage (affects health insur-
ance coverage only, does not affect dental, pre-
scription drug, or vision care coverage);

• Your fail to pay your premiums; or

• Your eligible coverage continuation period
ends.

CONVERSION OF COBRA COVERAGE

The COBRA law provides that you must be allowed
to enroll in an individual, non-group policy of the
same health plan provided under the SHBP at the
end of your COBRA enrollment period. You must
complete your full coverage continuation period.
Contact the health plan for details.

Note: There are no conversion provisions for pre-
scription drug or dental coverage.

MORE INFORMATION

If you need additional information about COBRA,
see your Human Resources Representative or
Benefits Administrator, or contact the Division of
Pensions and Benefits Office of Client Services at
(609) 292-7524, or send us e-mail at:

pensions.nj@treas.state.nj.us
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Notice to State Health Benefits Program Participants About 
Compliance with Federal Health Insurance Requirements

This notice is being provided to inform you about State Health Benefits Program (SHBP) con-
formance with federal health insurance regulations.

The Health Insurance Portability and Accountability Act (HIPAA), the Mental Health Parity Act,
and the Newborns' and Mothers' Health Protection Act, federal laws enacted in 1996, contain a
number of provisions that have affected the SHBP since January 1998. HIPAA required all
group health plans to implement the following provisions that are contained in the three federal
laws:

#1. Limit the use of pre-existing condition restrictions to a maximum of twelve months;

#2 Offer a special enrollment period to employees and dependents who do not enroll in the
plan when initially eligible because they have other coverage, and who subsequently lose
that coverage;

#3 Eliminate discrimination against participants and beneficiaries based on health status;

#4 Provide a minimum level of hospital coverage for newborns and mothers, generally 48
hours for a vaginal delivery and 96 hours for a cesarean delivery; and

#5 Provide parity in mental health benefits, that is, any dollar limitations applied to mental
health treatment cannot be lower than those on medical and surgical benefits.

Since January 1, 1998, all SHBP plans have met or exceeded HIPAA requirements #1 through
#4 above. SHBP HMOs also have complied with requirement #5 above. The State Health
Benefits Commission filed exemptions from HIPAA compliance on mental health parity (require-
ment #5) for 1998 through 2005 for NJ PLUS and the Traditional Plan, as self-insured, non-fed-
eral governmental plans are permitted to do. As a result, maximum annual and lifetime dollar
limits apply to mental health benefits under NJ PLUS and the Traditional Plan, except for biolog-
ically-based mental illness. Maximum annual and lifetime dollar limits for mental health benefits
are outlined for NJ PLUS and the Traditional Plan in the SHBP Summary Program Description,
the SHBP Comparison Summary Chart, and the NJ PLUS and Traditional Plan Member
Handbooks.



NOTICE OF PRIVACY PRACTICES 

TO ENROLLEES IN THE NEW JERSEY

STATE HEALTH BENEFITS PROGRAM

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY.

EFFECTIVE DATE: APRIL 14, 2003.

Protected Health Information

The State Health Benefits Program (SHBP) is

required by the federal Health Insurance

Portability and Accountability Act (HIPAA) and

State laws to maintain the privacy of any infor-

mation that is created or maintained by the

SHBP that relates to your past, present, or

future physical or mental health. This Protected

Health Information (PHI) includes information

communicated or maintained in any form.

Examples of PHI are your name, address,

Social Security number, birth date, telephone

number, fax number, dates of health care serv-

ice, diagnosis codes, and procedure codes. PHI

is collected by the SHBP through various

sources, such as enrollment forms, employers,

health care providers, federal and State agen-

cies, or third-party vendors.

The SHBP is required by law to abide by the

terms of this Notice. The SHBP reserves the

right to change the terms of this Notice. If the

SHBP makes material change to this Notice, a

revised Notice will be sent.

SHBP Uses and Disclosures of PHI

The SHBP is permitted to use and to disclose

PHI in order for our members to obtain payment

for health care services and to conduct the

administrative activities needed to run the

SHBP without specific member authorization.

Under limited circumstances, we may be able to

provide PHI for the health care operations of

providers and health plans. Specific examples

of the ways in which PHI may be used and dis-

closed are provided below. This list is illustrative

only and not every use and disclosure in a cat-

egory is listed.

• The SHBP may disclose PHI to a doctor or

a hospital to assist them in providing a

member with treatment.

• The SHBP may use and disclose member

PHI so that our Business Associates may

pay claims from doctors, hospitals, and

other providers.

• The SHBP receives PHI from employers,

including the member's name, address,

Social Security number, and birth date.

This enrollment information is provided to

our Business Associates so that they may

provide coverage for health care benefits

to eligible members. 

• The SHBP and/or our Business Associates

may use and disclose PHI to investigate a

complaint or process an appeal by a mem-

ber.

• The SHBP may provide PHI to a provider,

a health care facility, or a health plan that

is not our Business Associate that contacts

us with questions regarding the member's

health care coverage. 

• The SHBP may use PHI to bill the member

for the appropriate premiums and recon-

cile billings we receive from our Business

Associates.

• The SHBP may use and disclose PHI for

fraud and abuse detection.

• The SHBP may allow use of PHI by our

Business Associates to identify and con-

tact our members for activities relating to

improving health or reducing health care

costs, such as information about disease
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management programs or about health-

related benefits and services or about

treatment alternatives that may be of inter-

est to them.

• In the event that a member is involved in a

lawsuit or other judicial proceeding, the

SHBP may use and disclose PHI in

response to a court or administrative order

as provided by law. 

• The SHBP may use or disclose PHI to help

evaluate the performance of our health

plans. Any such disclosure would include

restrictions for any other use of the infor-

mation other than for the intended pur-

pose.

• The SHBP may use PHI in order to con-

duct an analysis of our claims data. This

information may be shared with internal

departments such as auditing or it may be

shared with our Business Associates, such

as our actuaries.

Except as described above, unless a member

specifically authorizes us to do so, the SHBP

will provide access to PHI only to the member,

the member’s authorized representative, and

those organizations who need the information to

aid the SHBP in the conduct of its business (our

“Business Associates"). An authorization form

may be obtained over the Internet at

www.state.nj.us/treasury/pensions, by e-mailing

hipaaform@treas.state.nj.us, or by calling the

Division of Pensions and Benefits at (609) 777-

4355. A member may revoke an authorization at

any time. 

When using or disclosing PHI, the SHBP will

make every reasonable effort to limit the use or

disclosure of that information to the minimum

extent necessary to accomplish the intended

purpose. The SHBP maintains physical, techni-

cal and procedural safeguards that comply with

federal law regarding PHI.

Member Rights

Members of the SHBP have the following rights

regarding their PHI:

Right to Inspect and Copy: With limited

exceptions, members have the right to inspect

and/or obtain a copy of their PHI that the SHBP

maintains in a designated record set which con-

sists of all documentation relating to member

enrollment and the SHBP's use of this PHI for

claims resolution. The member must make a

request in writing to obtain access to their PHI.

The member may use the contact information

found at the end of this Notice to obtain a form

to request access.

Right to Amend: Members have the right to

request that the SHBP amend the PHI that we

have created and that is maintained in our des-

ignated record set. 

We cannot amend demographic information,

treatment records or any other information cre-

ated by others. If members would like to amend

any of their demographic information, please

contact your personnel office. To amend treat-

ment records, a member must contact the treat-

ing physician, facility, or other provider that cre-

ated and/or maintains these records.

The SHBP may deny the member's request if:

1) we did not create the information requested

on the amendment; 2) the information is not part

of the designated record set maintained by the

SHBP; 3) the member does not have access

rights to the information; or 4) we believe the

information is accurate and complete. If we

deny the member’s request, we will provide a

written explanation for the denial and the mem-

ber's rights regarding the denial.

Right to an Accounting of Disclosures:

Members have the right to receive an account-

ing of the instances in which the SHBP or our

Business Associates have disclosed member

PHI. The accounting will review disclosures

made over the past six years or back to April 14,

2003, whichever period is shorter. We will pro-

vide the member with the date on which we
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made a disclosure, the name of the person or

entity to whom we disclosed the PHI, a descrip-

tion of the information we disclosed, the reason

for the disclosure, and certain other information.

Certain disclosures are exempted from this

requirement (e.g., those made for treatment,

payment or health benefits operation purposes

or made in accordance with an authorization)

and will not appear on the accounting. 

Right to Request Restrictions: The member

has the right to request that the SHBP place

restrictions on the use or disclosure of their PHI

for treatment, payment, or health care opera-

tions purposes. The SHBP is not required to

agree to any restrictions and in some cases will

be prohibited from agreeing to them. However,

if we do agree to a restriction, our agreement

will always be in writing and signed by the

Privacy Officer. The member request for restric-

tions must be in writing. A form can be obtained

by using the contact information found at the

end of this Notice. 

Right to Request Confidential Communica-

tions: The member has the right to request that

the SHBP communicate with them in confi-

dence about their PHI by using alternative

means or an alternative location if the disclo-

sure of all or part of that information to another

person could endanger them. We will accom-

modate such a request if it is reasonable, if the

request specifies the alternative means or loca-

tions, and if it continues to permit the SHBP to

collect premiums and pay claims under the

health plan.

To request changes to confidential communica-

tions, the member must make their request in

writing, and must clearly state that the informa-

tion could endanger them if it is not communi-

cated in confidence as they requested. 

Questions and Complaints

If you have questions or concerns, please con-

tact the SHBP using the information listed at the

end of this Notice.

If members think the SHBP may have violated

their privacy rights, or they disagree with a deci-

sion made about access to their PHI, in

response to a request made to amend or restrict

the use or disclosure of their information, or to

have the SHBP communicate with them in con-

fidence by alternative means or at an alternative

location, they must submit their complaint in

writing. To obtain a form for submitting a com-

plaint, use the contact information found at the

end of this Notice. 

Members also may submit a written complaint

to the U.S. Department of Health and Human

Services, 200 Independence Avenue, S.W.,

Washington, D.C. 20201.

The SHBP supports member rights to protect

the privacy of PHI. It is your right to file a com-

plaint with the SHBP or with the U.S.

Department of Health and Human Services.

Contact Office: The State Health Benefits

Program — HIPAA Privacy 

Officer

Address: State of New Jersey

Department of the Treasury

Division of Pensions and 

Benefits

PO Box 295

Trenton, NJ 08625-0295

Telephone:  (609) 777-4355

Fax: (609) 341-3410

E-mail: hipaaform@treas.state.nj.us
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CERTIFICATE OF
GROUP HEALTH PLAN COVERAGE

IMPORTANT:
This certificate is being provided to you in compliance with the requirements of the Federal Health Insurance
Portability and Accounting Act (HIPAA) of 1996. It provides evidence of your prior health coverage in the State
Health Benefits Program. You may need to furnish this certificate to your new insurer if you become eligible
under a group health plan that excludes coverage for certain medical conditions that you have before you
enroll. This certificate may need to be provided if medical advice, diagnosis, care, or treatment was
recommended or received for the condition within the 6-month period prior to your enrollment in the new plan.
If you become covered under another group health plan, check with the plan administrator to see if you need
to provide this certificate. You may also need this certificate to buy, for yourself or your family, an insurance
policy that does not exclude coverage for medical conditions that are present before you enroll.

1. Name of participant: __________________________________________________________________

2. Identification number of participant: ______________________________________________________

3. Date of this certificate: ________________________________________________________________

4. Name of any dependents to whom this certificate applies: ___________________________________

___________________________________________________________________________________

5. Name of group health plan: ____________________________________________________________

6. Name, address, and telephone number of issuer responsible for providing this certificate:

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

7. For further information, call: ____________________________________________________________

8. If the individual(s) identified in line 1 and line 4 has at least 18 months of creditable coverage (disre-
garding periods of coverage before a 63-day break), check here _____________ and skip lines 9 and
10.

9. Date waiting period or affiliation period (if any) began: _______________________________________

10. Date coverage began: _________________________________________________________________

11. Date coverage ended: _________________________________________________________________
(or check if coverage is continuing as of the date of this certificate __________ ).

NOTE: Separate certificates will be furnished if information is not identical for the
participant and each covered dependent.
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INSTRUCTIONS FOR COMPLETING THE HIPAA CERTIFICATE OF COVERAGE

The completion of a Certificate of Coverage is a requirement of the federal Health Insurance Portability and Account-
ability Act (HIPAA). HIPAA requires that group health plans provide a Certificate of Coverage automatically to any
covered employee or dependent who loses group coverage after June 1, 1997. HIPAA also requires that individuals
covered by a group plan who lost coverage between June 1, 1996 and June 1, 1997 be provided a Certificate of
Coverage upon request of that individual or his/her designated agent (e.g., new group insurance provider). In the
SHBP, the participating local employer or State payroll office has the responsibility for providing required Certificates
of Coverage.

ITEM 1: Insert the full name of the covered participant requesting the Certificate.

ITEM 2: Insert the participant’s Social Security number, which is the health coverage identification number
used by the SHBP.

ITEM 3: Insert the date you are completing the form.

ITEM 4: Insert the full name(s) of any dependent(s) covered under the participant’s health coverage at the
time of termination of coverage. Indicate any dependent(s) who did not have coverage for the same
time period as the participant. For example, if the participant was covered for over 18 months, but
the dependent(s) was only covered for eight months, indicate that on the form.

ITEM 5: Insert the name of the SHBP health plan that covered the participant.

ITEM 6: In most cases, the name, address, and phone number of the employer issuing the certificate will be
inserted here. If the Certificate is being issued subsequent to the termination of coverage under COBRA,
the SHBP’s COBRA Administrator will complete this form and insert its identifying information here.

ITEM 7: Insert the same telephone number indicated in Item 6.

ITEM 8: Show the period of time for which the participant is entitled to credit under his/her new plan’s pre-existing
condition exclusion provisions (if any). This includes the period of time the participant was covered under
the SHBP plan, either as an active employee or on any other basis, including COBRA. If the participant
went 63 or more consecutive days without health coverage, any coverage that the participant had before
the significant break in coverage is ignored. A waiting period before an employee is eligible for plan
coverage does not count either as part of a significant break in coverage or in an individual’s total of
creditable coverage. You must also show the period of coverage for dependent(s) if different from the
participant. Do this in Item 4.  The longest pre-existing condition period under HIPAA is 18 months,
therefore if the participant was covered by a SHBP plan for at least 18 months, that is all that needs
to be reported here. If the coverage period was shorter than 18 months, the following must be
reported in Items 9 through 11:

the first day of the waiting period completed by the participant, if any (this is the period
between the date of hire and the start of coverage);

the first day of the participant’s creditable coverage;

the last day of the participant’s creditable coverage.

ITEM 9: Insert the day the waiting period (if any) began. This would be the first day at work for a new employee
whose coverage does not start immediately.

ITEM 10: Insert the date coverage began.

ITEM 11: Insert the date coverage ended. If you have confirmation that coverage under COBRA or the SHBP
Retired Group is continuing, then check the coverage continuing block. Do not check the coverage
continuing block if you are not certain that a COBRA or Retired Group application has been initiated and
the enrollment processed.




